Objectives: Aortic proximal (type Ia) endoleak (EL) is one of the possible complications of endovascular aneurysm repair (EVAR) and usually needs a further reintervention. The aim of our study was to assess any preoperative factor which could predict the development of EL Ia and whether it is treatable through an endovascular approach.
Methods: Data of patients consecutively treated between January 2012 and December 2015 with EVAR for nonruptured abdominal aortic aneurysm (AAA) were retrospectively collected. For each patient, demographic and anatomical factors (sex, age, proximal aortic neck diameter, angulation and length, AAA diameter) and structural characteristics of different endograft (presence of barbs, free flow, and radial force) were analyzed and related to the development of EL Ia using JMP 5.1.2 software.
Results: We analyzed 190 patients (32 females [16.8%]; mean age, 75.7 years). The mean follow-up time was 19 months. Patients' mean AAA diameter was 55.9 mm (range, 30-130 mm) . A late EL Ia developed in 13 patients (7%), with a mean time of development of <12 months. Among factors analyzed, AAA diameter, proximal neck diameter and angulation, oversize of the graft >30%, radial force, and the presence of suprarenal free flow and barbs were not significantly associated to the development of EL Ia. Female sex, age >77 years and a neck length <21 mm were statistically significant (P ¼ .01, P ¼ .02, and P ¼ .02, respectively).
Conclusions: Among factors analyzed, female sex, age >77 years, and a proximal neck <21 mm were significantly associated with the occurrence of late EL Ia.
Author Disclosures: D. Mazzaccaro: Nothing to disclose; A. Modafferi: Nothing to disclose; G. Nano: Nothing to disclose; G. Romagnoni: Nothing to disclose; A. Settembrini: Nothing to disclose; A. Settembrini: Nothing to disclose; P. Settembrini: Nothing to disclose. Objectives: Previous studies have identified conversion to an open repair of an abdominal aortic aneurysm (AAA) after a prior failed EVAR to be associated with increased morbidity and mortality. However, they are not based on the most recent data and are limited by an inability to account for operative characteristics and single-institution nature.
Methods: The targeted module of the National Surgical Quality Improvement Program was used to identify all patients undergoing elective open AAA repairs from 2012 to 2015. Emergency cases or ruptured aneurysms, those repaired for dissection, and those without documentation of indication were excluded. Patients undergoing open AAA following EVAR were then compared to those undergoing primary open repairs. Outcomes evaluated included 30-day mortality and major morbidities such as cardiac, pulmonary, renal dysfunctions, and systemic infection. Multivariate analysis was used to account for differences in baseline characteristics.
Results: A total of 1504 patients undergoing AAA were identified, including 115 patients who underwent a prior EVAR and 1389 that did not. Those patients who had undergone a prior EVAR were older (74 vs 71 years; P < .01), less likely to be smokers (18% vs 45%; P < .01), and had a higher incidence of hypertension (91% vs 81%; P < .01) and preoperative infection (4% v 1%; P ¼ .02). There were no differences in preoperative renal function by glomerular filtration rate (68.9% vs 65%; P ¼ .08). Total operative time was similar between the two groups (250 vs 264 minutes; P ¼ .3). However, suprarenal clamp was much more common in patients with prior failed EVAR (61% vs 49%; P ¼ .04). Although there was no difference in 30-day mortality (3.0% vs 5.0%), renal complications (13% vs 6%; P < .01) and septic shock (9% vs 3%; P < .01) occurred more frequently in patients with a prior EVAR (Table) . After correction for preoperative differences, including differences in suprarenal clamp location and preoperative infection, multivariate analysis showed no significant difference in postoperative renal function or systemic infection.
Conclusions: Open AAA repair following unsatisfactory EVAR is associated with a higher risk of postoperative renal dysfunction than primary AAA repair, most likely because of suprarenal proximal clamp. When corrected for this difference, it is not associated with increased mortality or major morbidity. This suggests open repair as a reasonable option for patients with failed EVAR and questions the validity of multiple complex endovascular re-interventions to treat endoleaks.
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